Complex partial seizures are a form of focal epilepsy associated with impairment of consciousness. The clinical presentation of such seizures is diverse, which can lead to misdiagnosis. We describe the case of a 17 year old woman who was referred to our service for treatment of panic attacks.
Case report
The girl was referred to our department with a two year history of panic attacks. She complained of recurrent episodes of acute anxiety accompanied by palpitations, hyperventilation, fuzziness in the head, butterflies in the stomach, tightness in the chest, nausea, urgency to micturate, and a choking sensation. During these attacks she would scream and run about in an agitated state. The attacks were short and occasionally occurred at night (she woke up before the attacks started). She was described as being "distant" during the attacks but said that she was aware of her actions. She would quickly come round when held still. She also mentioned outbursts of anger and physical violence, including assaulting a bystander and putting her hand through a window. The precipitants to these outbursts were trivial and she was alarmed at both the extent of her anger and her lack of control over it. She was taking a contraceptive pill and denied misusing drugs. The mental state examination and a physical examination showed no abnormality.
Between the ages of 2 and 5 she had had episodes of disturbed behaviour during sleep. A paediatrician had diagnosed these as night terrors. She was first referred to our department aged 14 years, when she had behavioural problems at school, short bouts of deep depression, and outbursts of temper. She was counselled by an educational psychologist and her condition rapidly improved. She was referred again a year later with similar problems. Her threshold for anger and frustration was low and she had once slashed her wrist.
She failed to attend follow up and was discharged. There was a family history of generalised anxiety (father) and epilepsy (paternal grandmother and paternal aunt).
We The clinical presentation of complex partial seizures is diverse and includes psychiatric, motor, and somatic signs and symptoms. Temporal lobe seizures produce complex auditory, visual, gustatory, and olfactory hallucinations; deji and jamais vu; depersonalisation and derealisation; affective changes (fear, depression, euphoria); memory flashbacks; and visceral sensations (nausea, epigastric discomfort). Frontal lobe seizures show prominent motor manifestations. Occipital lobe seizures cause simple visual phenomena (sparks and flashes). Those from the parietal lobe are associated with motor and sensory symptoms and disorders of the body image.
The psychiatric symptoms of complex partial seizures are said to be indistinguishable from those of true psychiatric disorders.4 They are not limited to ictal episodes and can also occur peri-ictally and interictally. 5 Lindsay et al reported that 36% of children with complex partial seizures had interictal rage attacks. 6 Factors that predispose to epilepsy-for example, birth asphyxia, head injury-can help distinguish psychiatric illness from complex partial seizures. Last October Lord Fraser of Carmyllie, minister of state for health and social work at the Scottish Office, announced what was described as "the last of the major building blocks for full implementation of the govemment's community care policy"'-the finance for provision of community care by local authorities in the coming year. A total of £41 m will be transferred from central govemment to Scottish local authorities in 1993-4 with a further £20m towards implementing assessment and care management. The Mental Illness Specific Grant, which had a tiny budget before 1991, will be increased to C21 m.
From the psychiatrist's perspective it is important to remember that these sums are "in support of not only the elderly, mentally ill, mentally handicapped and physically disabled people but also drug and alcohol abusers, homeless persons . .. mothers and babies in registered specialised accommodation, terminally ill people in nursing homes, people on probation and exoffenders in registered accommodation."' The sums of money are large, but so too is the level of need in Scotland.
Scotland has a population ofapproximately 5 million, most of whom live in or close to cities or towns. An important minority of the population lives in far flung, sparsely populated areas such as the highlands and islands. The provision of psychiatric care to these areas must, necessarily, be different from that for densely populated cities. In rural areas community psychiatric nurses are more autonomous than their urban counterparts and all psychiatric staff have to travel to see patients. This diversity of service presents particular challenges for planning.
Most people with mental illness are treated in the community by general practitioners. But 
